Objective: To explore how midwifery students in Iran experience learning clinical skills. Methods: A qualitative study was used. Midwifery students from three universities in Iran participated. The study used a convenience sample of eighteen students. Data for this study was collected using semi-structured interviews (N=12) and focus groups (N=6). Data were recorded on a digital audio recorder and then transcribed. The qualitative data were analyzed using a content analysis approach. Results: Six broad themes emerged from the analysis: Limited opportunities to experience skills, difficulties with course plan gaps, need for creating a supportive clinical environment, learning drives, confusion between different methods, and stress in the clinical setting. Short verbatim quotations from the participants were presented to provide evidence for the interpretation of data.
Introduction
Midwifery education varies across the world. In Iran, it is a four-year undergraduate program. The admission process for studying undergraduate midwifery is based on a competitive national examination. The higher the rank of the exam, the more chance of being offered a place on the course of midwifery. Approximately all of the midwifery students are school leavers, and they are not experienced in hospital environments.
Ministry of Health and Medical Education has designed the undergraduate midwifery curriculum for all universities across the country. A substantial amount of the course is allocated a variety of clinical skills during placement. After the first semester, students enter clinical settings in groups of 4 to 8 members under the supervision of clinical instructors. These are faculty full-or part-time employees and are not hospital midwives. To complete the course, the students should be the main birth attendant in at least 80 normal births, and then successfully pass the final clinical exam indicating that the students demonstrate their competency in managing different patients in clinical situations.
The provision of maternity service in labor wards of Iran is mostly organized by the medical model of care, and the midwives work under the supervision of obstetricians. There are few cases of the midwifery-led model in which autonomous midwives attend the births of their clients.
The undergraduate midwifery course aims to equip the students with the practical skills necessary to become practicing professional midwives. 1, 2 Clinical skills underpin midwives' professional practice, and therefore students should have an opportunity to learn, develop and master clinical skills. 3 To provide these opportunities, understanding the teaching and learning process of midwifery students will enable midwifery educators to enhance clinical competencies. Therefore, there is an international call for exploring midwifery students' experiences of learning clinical skills. 4, 5 Indeed, very little was found during the literature review of this topic.
Some studies showed different aspects of student midwives' learning experiences, however. For example, in a study, midwifery students stated that midwives who train the students needed to be updated about the teaching and learning strategies in clinical settings. 6 In another study in Australia, students perceived achievement of competency standards and confidence to practice difficult because of the restricted nature of midwifery practice within hospitals in which they were learning. 7 Furthermore, the results of a study in England showed the importance of providing adequate support and feedback by educators and mentors to promote the transfer of knowledge and skills into the workplace. 8 Further research has also shown that both the midwives and the clinical settings might generate educational sources of stress in midwifery students. 9 In Iran, achievement of the competencies for student midwives has been studied. The findings of these studies show that midwifery skills in today students have declined in comparison with the last generation students. [10] [11] [12] [13] Lead midwives for education should take into account these findings and carry out further research to improve the quality of clinical skills of midwifery students in Iran.
In Iran, there are also a number of surveys about midwifery students' perspective on the current status of clinical education 14, 15 clinical education problems, 16 stressors, 17 students' satisfaction with clinical education, 18 perceived feedback 19 as well as support and supervision 20 in the clinical environment. All of these studies were conducted using quantitative approaches, so they did not provide a rich description of the learning process of midwifery students. To our knowledge, only one phenomenological study was conducted in Iran focusing on the experiences of midwifery graduates about clinical learning. In this study, the researchers concluded that instructor performance, pre-clinical training, and students' satisfaction are the key factors associated with clinical skills learning. Lack of peripheral facilities, along with lack of coordination of educational planning, as well as behaviors of health care personnel are inhibiting factors for learning clinical skills. 21 These findings show that there has been little qualitative analysis of clinical skills learning in midwifery students and much uncertainty still exists about midwifery education in Iran. Consequently, providing a rich and thick description of the experience of students using a qualitative inquiry approach provides readers with a proxy experience for improving the quality of midwifery education in Iran. Hence, the objective of this investigation is to explore the experience of midwifery students in the context of learning clinical skills. This study also aimed to address the following research question: how midwifery students experience clinical skills learning in Iran?
Methods

Research design
The methodological approach taken in this study is a qualitative inquiry approach. By employing this approach, we attempted to provide an in-depth description of the experience of midwifery students with regard to learning clinical skills.
Setting and participants
A multi-center qualitative study was conducted in three universities: Tehran University of Medical Sciences (TUMS), Shahid Beheshti University of Medical Sciences (SBUMS), and Isfahan University of Medical Sciences (IUMS). The participants in this study were midwifery students. Prior to undertaking the investigation, ethical approval was obtained from the ethics committee of Isfahan University of Medical Sciences. With regards to the ethical considerations, the researchers elaborated the aim of the study, who will conduct the interviews, and how the data will be used. In addition, the students understood that their participation was entirely voluntary, and their responses were anonymous. All responses were also kept confidential. What is more, the students were aware that they could easily withdraw from the study at any time and without fear of retribution. Before the research proceed, the written consent forms were signed off by the res students to indicate consent.
As regards informing participants, lecturers explained the purpose of the study for the students and then invited them to take part in the study. The lecturers received the contact numbers from those students who agreed to take part in the study. Next, GA contacted the students to arrange a convenient time and place for the interview.
In this study, eighteen undergraduate midwifery students agreed to participate in an individual interview and a focus group. The students were between the ages of 2 and 30. Table  1 shows some of the main characteristics of the students. 
Data collection
For this study, qualitative data were collected using convenience sampling. Semi-structured interviews conducted with 12 students to collect focused, qualitative textual data. In addition, one focus group discussion was conducted with six final year midwifery students was directed. The purpose of the focus group discussion was to reveal dynamics and issues, and, also for cross-checking and triangulation the qualitative data from different sources which in turn enhance the validity of the study. 22 Additionally, the focus group discussion confirmed data saturation.
To conduct interviews, an interview guide was developed to ensure that the interviewer collects similar types of data from all students
. 22 A panel of experts established the content validity of the interview guide.
The interviews were held at times and places that were convenient to each participant. Examples of interview questions to elicit the students' learning experience of clinical skills learning were: 'Would you tell me about your experiences of clinical skills learning in midwifery?', 'Which factors helped you to learn the clinical skills better?', 'Would you please tell me about your relationship with others (for example midwives, instructors, …) in a clinical setting?' The interviewer probed the student responses by using questions or statements, such as 'could you tell me something more about that?', 'could you give me an example' and 'what you mean by?'
In the focus group discussion, the students were encouraged to talk to one another, ask questions, exchange anecdotes and comments towards each other's experiences and perspectives. Each interview lasted between 40 and 60 minutes, an average of 50 minutes. The focus group discussion lasted 85 minutes. Each of the interviews was digitally recorded and then fully transcribed. Interviews were conducted in the Persian language. Using the back-translation process, the data were translated into English for this paper.
Data extraction and analysis
As we were interested in exploring the experience from the views of the study participants, we followed the following steps to conduct a content analysis approach. 23 In the first step, the interview transcripts were re-read carefully to gain a deeper understanding of the qualitative data. In the second step, interview transcripts were split into small meaningful units. In the third step, the small meaningful units generated categories by bringing several codes together. In the final step of data analysis, categories were reviewed for emerging themes and labelling them. GA conducted these steps manually. However, the research team was also involved in the steps of the analysis process. It should also be emphasized that before the data were submitted to content analysis, the interview transcripts were sent to the students to approve. All students were satisfied with the interview transcripts.
Results
Six broad themes were generated from the interview transcripts. They are: 1) limited opportunities to experience skills, 2) difficulties with the course plan gaps, 3) need for creating a supportive clinical environment learning, 4) learning drives, 5) confusion between different methods, And 6) stress in the clinical setting. Short verbatim quotations from the participants are presented to provide evidence for the interpretation of data.
Limited opportunities to experience skills
Most of the participants expressed great concerns about accessing clinical learning opportunities. Because of the high number of students in clinical placements groups, they sometimes had to wait a considerable time for their turn for clinical experience. As a result, some students entered the fourth year of education without sufficient competency even in carrying out the primary tasks such as establishing the intravenous access. In these situations, the students' confidence decreased, and they became worried about that they could not achieve the minimum midwifery experiences before the end of the course. One student commented: To achieve 80 required vaginal births within the timeframe of the educational program, some universities arranged fourth-year students to undertake their placements in different non-educational hospitals which had high birth rates. These hospitals were not student-oriented and mostly regarded the students as workforce than learners. At these hospitals, students managed births without the supervision of an instructor, wishing to get help from staff. However, most of the staff were not eager to accept the responsibility of teaching students due to their heavy workload. The students frequently stated that the personnel made them do ward chores rather than attend the birth. These poor educational environments made participants frustrated and distressed. Besides, there were limited learning outcomes for them in these situations. One student stated that:
"After working nonstop and doing several ward tasks, when it is the time of birth, they [midwives] push you aside. This is really unfair. How should we learn to manage a birth then?" (Semester7 student)
Other difficulties centered around competition, and, in some cases conflicts between midwifery students and obstetric residents, who also needed experience conducting births. Another student reflected: 
Difficulties with course plan gaps
In the universities of the study, theoretical and practical parts of each study units were provided simultaneously in one semester. It became problematic when the students, particularly at the beginning of the semesters, entered clinical fields while they had not learned the prerequisite related theoretical knowledge yet. Participants felt that in these situations their optimal learning was hindered:
"We entered the labor ward while we didn't know anything about birth or care of birthing women or suchlike things... it was just like we were on another planet…" (Semester 4 student)
According to the curriculum of the undergraduate midwifery course, there are not any obstetrics study units for provision in semester six. During this gap, students identified that their previously learned skills and knowledge diminished. They found it difficult and time-consuming to retrieve the previous level of competency at the beginning of the semester seven. For example, one student pointed out: The participants identified that a trainer could be supported only if she were confident about her scientific and practical capabilities. Since the clinical training took place in the territory of midwives, their cooperation and support were very important in this respect. In the view of our participants, the supportive manner of staff meant being patient with the students when they were carrying out the procedures and not putting pressure on them to hurry up. Although there were limited numbers of staff who were supportive of this study, their behavior was inhibiting for clinical learning in most of the cases:
"Some midwives deal with the students as if they have never been student themselves. When a procedure takes a little bit longer, they lose their patience and begin to nag." (Semester 7 student)
Learning drives
There were numbers of motives that pushed the students to learn. First, clinical midwifery practice seemed attractive for some of them. They chased the minutes to attend the birth. As their competency expanded and they learned new skills, they became encouraged to experience more and more skills: Moreover, the participants recognized the necessity of obtaining the minimum midwifery skills to pass the final clinical exam and afterward, practicing as a midwife. This obligation urged the participants for learning skills:
"I'm always worried about how I can pass the final exam if I do not learn the skills? The time is running, and I feel there are lots of tasks that I have not learned yet… I must try more…" (Semester 5 student)
Confusion between different methods
Nearly all of the participants stated there were times that they felt confused about what is really true. One of the causes of confusion was the gap between theory and practice. This means that students' expectations, created by the theoretical education in the university, did not match the situation they faced in the clinical setting in many cases: Another difficulty in this area was raised from the lack of continuity of the clinical instructors. Sometimes, one practical study unit in a clinical placement was educated by different instructors each week. Each of these trainers had their own specific methods and expectations in the procedures. As a result, the students became confused and unsecured: 
Stress in the clinical setting
The students mentioned several conditions that made them stressed. Most of them expressed fear that they might have done something wrong or doing harm to the mother and baby: Moreover, the human environment of clinical placement could be a source of stress for the students. Poor relationship of some clinical trainers and staff with students, struggling over birth management with residents, and fear of being reprimanded due to probable errors, were some of these types of stress sources: 
Discussion
This study set out with the aim of exploring the midwifery student experience of learning a clinical skill in Iran. The present findings seem to be consistent with other studies in Iran 14, 15, 24 which found the mismatch between the number of students in training groups and clinical training resources was problematic for midwifery students. Sending students to extra non-educational clinical placements without support of a clinical trainer in order to achieve the 80 required births, could not be a good solution. Indeed, as according to the International Confederation of Midwifery (ICM), the presence of clinical trainer in clinical placements is essential for midwifery learning. 1 Like that was identified in Blåka's 25 study, absence of trainer not only imposed significant stress on our participants, but also deprived them from receiving feedback from the trainers that is essential for clinical education. This decreased the clinical learning outcomes for the participants. The students stated that when coming back to the ward after a time gap during semester six, they had forgotten a lot of what they had learned before. A similar finding is also shown in the study of Van Dalen and colleagues 26 in which they demonstrated skills that were learned by the students declined if not maintained by practice.
The students had difficulty with the simultaneity of theoretical and practical units that resulted in entering the clinical setting before becoming familiar with relevant theoretical lessons. This problem was raised especially at the beginning of semesters, and negatively influenced the quality of clinical education of participants. It is obvious that psychomotor learning must be obtained by having related cognitive skills. This principle has been articulated in the literature. 27 The participants strongly emphasized the need for receiving support from their clinical instructors and staff. This is an expected finding because according to Cohen's socialization model of novice students, the characteristics of students in the first stage are dependence and need for support. 28 In our study, when the instructors behaved in a supportive manner, the learning of the students was facilitated. Conversely, when they imposed stress on the students or interfered too rapidly in a situation, their learning was inhibited.
A number of participants believed that some of their clinical instructors couldn't express supportive behavior because they had low confidence in clinical situations. There are some possible explanations in this regard. Firstly, as described previously in this paper, clinical instructors in Iran are employees of the universities and are not hospital midwives. Some of them are academic individuals without having the experience of working in the clinical practice. As a result, they do not have enough confidence to carry out clinical jobs simultaneously as well as supporting students. Bringing midwifery teachers in the clinical area to work alongside students and staff has been regarded as an advisable approach in the literature. Bridging the theory-practice gap, teaching the care of women to students in a more realistic approach, and providing a more accurate assessment of students, are among the advantages that have been described in this regard. 7, 29 However, as articulated in the ICM education standards, it is essential that universities use experienced midwives for this objective. 1 Moreover, maternity care in nearly all hospitals where students completed their placements was medical-led and very restrictive of autonomous midwifery practice. This condition limited the power of clinical instructors so that students felt they are low in confidence. Other studies also showed physician's dominance as the limitation of clinical training of midwifery trainers. 7, 30 There were numbers of motives that stimulated students for learning, including having interest in midwifery practice, trying to obtain the competency for passing the final exam, and working as a midwife afterward. Literature related to learning has divided learning incentives into internal and external factors. Accordingly, factors such as interest and curiosity are internal stimulators, and the need to enhance job skills is external stimulators. 31, 32 Similar to a study on medical students, both of these factors were found simultaneously in our participants. 32 However, in adult learners, internal motivations are more expected, 31 and it seems to be preferable since it does not impose stress on learners.
The students reported that when they were exposed to different methods of carrying out clinical procedures, they became confused. A condition that triggered confusion between different methods in our participants was the gap between theory and practice. To facilitate the development of skills in students, clinical environments should have the chance to view and translate theoretical knowledge. 33 Such environments facilitate clinical learning. 8 But as shown in various studies, observation of differences between procedures done in hospitals and academic teachings creates confusion, 34, 35 discouragement, 8 stress, and even a desire to quit the educational program. 36 Moreover students had enormous difficulty with different methods that were taught by different clinical educators. This made them confused and unsecured. According to the literature, 7, 29, 37, 38 novice students tend to harmony and security of learning by one method, and by obtaining more experience and confidence, they desire getting to know different methods of different trainers. Thus, junior students or those who have newly entered a new clinical ward will benefit from having a permanent trainer. Also, a single trainer will be better able to assess students' clinical development and organize useful clinical experience. In addition, one-to-one interactions usually facilitate a supportive relationship.
The participants described several sources of stress during their clinical placement that could be grouped in challenges arising from the acquisition of clinical skills, physical and human environment. Because of the complexity and challenge, stress is an indispensable part of midwifery clinical education. 37 Many participants of Sidebotham's 33 study considered the nature of the clinical midwifery is setting hard and stressful. Students in Lave's 39 study described their first encounter with the maternity wards hard and felt vulnerable, despite having nursing experience before entering the midwifery training.
Stress of the first presence in the clinical setting, stress in learning new skills, and fear of hurting the patients which were discovered in our participants, have also been mentioned in other studies on medical sciences students. [40] [41] [42] However, neither of these studies portray the heavy stress displayed by our students during their first birth experience. One explanation would be that the participants of this study were young, direct entry students who had no exposure to clinical environments before. These findings highlight the importance of appropriate and adequate preparation of students before entering the clinical setting.
Lack of facilities in clinical environments was a significant source of stress in participants. Given similar findings in numbers previous studies in Iran, [14] [15] [16] 21 it seems that improving the facilities and the physical environment of educational hospitals is a necessity.
Additionally, students mentioned the poor relationship between some of the instructors and staff with them was another source of stress. The damaging effects of negative learning environment have been explained in several studies. 33, 43, 44 In Thunes'study, 45 the most effective factor on the well-being of midwifery students was the relationship they had with their mentors. These findings reveal the importance of expanding communication skills for clinical trainers to reduce stress in students.
The inappropriate and sometimes hostile behavior of staff was also a major source of stress in our participants. Poor relationship of health care workers with students has been identified as a deterring factor for clinical training in several studies. 17, 21, [45] [46] [47] [48] It may be that the stressful nature of midwifery practice leads the midwives to behave in this manner. Studies in Iran indicate high levels of bullying, professional burnout and job dissatisfaction in health workers, including midwives. [49] [50] [51] [52] In such circumstances, mistreatment of students is not unexpected, because, as smartly explained by Condell, it is not surprising that staff who are bullied but are not able to take out their anger on their oppressors, become frustrated and then abuse the students with whom they work. 53 Finally, a number of important limitations need to be considered. First, this study held only one focus group discussion. This may not yield an adequate range and depth of midwifery student experience of clinical skills training. However, the combination of individual interviews and focus group discussion contributed to reaching data saturation. A further limitation of the study is that some of the students were interviewed by their trainer. One may argue that if students were interviewed with someone else, we could explore different experiences of clinical skills training. Given these limitations, caution must be applied as findings might not be transferable to other settings.
Conclusions
This study showed a number of difficulties and concerns that students had during their clinical learning. These included restricted clinical learning opportunities and facilities, stress in encountering their first birth, fear of doing harm, confusion between different methods, trouble in relationships with their instructors and staff, and receiving poor support. The findings of this study have a number of important implications for midwifery education and future practice. Universities are required to harmonize the number of students they admit in the educational program with their clinical capacities in a way that they ensure students' access to learning opportunities. Also, it is suggested to review the midwifery course curriculum to determine if it is possible to provide the obstetrics study units continuously and without time gaps. Moreover, since the students enter the educational program without previous experience of hospitals, more emphasis should be put on preclinical preparation to help them transition to the clinical setting. So, exploration by the curriculum planners is required to determine whether it is viable to provide increased pre-clinical hours in skill labs to prepare the students better.
Empowering midwives in Iran would be beneficial, as they would become more satisfied with their profession and so would be more helpful in the education of newcomers. Also, to establish optimal clinical environments for students learning midwifery, staff should be trained to become more student-oriented. Universities should provide programs for expanding the clinical instructors' competencies in terms of educational and clinical skills. Furthermore, it is desirable to provide consistent instructors for clinical education of novice students to reduce their confusion because of seeing different ways of doing things. Moreover, the methods of performing procedures should be unified between different clinical trainers by periodic coordination programs. Finally, we suggest that a similar study to this one should be carried out in other universities to gain a better insight of the current status of midwifery education in Iran.
